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Submission of this response and

| 7. N art 1 -

. This report is the result of an unannounced 10% | [ t lan.()f.C()I‘I‘(,CUOI‘l l% [Tmt a fegal
| Off hours/staggered Quality Indicator Survey l admission that a deficiency |
| conducted at Willapa Harbor Care Center on ! exists or that this statement of ‘

00/16/13, 09/17/13, 09/18/13 &nd 0119113 A | deficiency was correctly cited, |
“sample of 27 resident was selected from a ' e T e
| census of 39. The sample inciuded 20 current alleged or the corr emes% of any
| residents and the records of 7 former and/or conclusion set forth in this

!
discharged residents. l : allegation by the survey agency.
| Accordingly, the facility has
! | prepare and submitted this plan|
of correction prior to the
resolution of any appeal which 1
may be filed solely because of
the requirements under the state
and federal law that mandate |
; submission of a plan of !
| Department of Social & Heaith Services : correction within 10 days of th(:
i Aging & Disability Services Administration : survey as a condition to

: Residentéegi Care Services, District 3, Unit C & D par{iupdtg in Title 18 and llﬂL
| 6639 Capital Boulevard 3W

f
‘\ The survey was conducted by:

I—ass

: MS

! The survey team is from:

P.O. Box 45819 . ! 19 programs. Ehe‘sub;mss_mn ?f
Tumwater, Washington 98501 the plan of correction within this
 Telephone: 360.664.8429 “- time frame should in no way i‘x.
'Fax 360.664.8451 ' !

considered or construed as
agreement with the allegations : i
| of non-compliance or |
| admissions by the facility. ih]T
| i plan of correction is submitted |
as the facility’s credible

/‘ﬂ.. /5\ . v .
//’ f 5,« o7 allegation of compliance.
; o _(;n’ .f / iy 7
l Resndentlal Care Semces |
L !

LA@ORATORY WQECT,ORS OR PROVIDER/SLPPLIER RCP A » TITLE i {X6) DATE 7
f( m,,,-r._w’/ / ) C:{/ e Z{("gyﬁﬂuﬁ"}"&&? /f (;_/(’/WM:; SO /':7[/??33

Ay deﬁcaency statement anding with &Qﬁﬁlﬁr‘SK denotes a defictesfy which the Insfitution may be excused from cofrecting providing it is determined that
other safeguards provide sufficient protection (¢'the pafients, (See insirydtions .} Except for nursing homes, the findings stated above are disclasabie 90 days
folowing the date of survey whether or not a plan of corraction is provided, For nursing fomes, the above § findings and pians of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation,
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! her total health status, inciuding but not limited to,

his or her medical condition.

The resident has the right te be fully informed in
advance about care and treatment and of any :
changes in that care or treatment that may affect ‘
| the resident's well-being.

This REQUIREMENT s not met as evidenced
by:
The facility failed to obtain informed consent for 2
of 6 residents (#3 & 79) reviewed for consent of
psychotropic medication use. This failure piaced
residents at risk of experiencing medication side

effects without understanding the risks and
 benefits of the medication.

| Resident #3's Minimum Data Set (MDS), an
assessment tool, dated 08/02/13 indicated the
resident was cognitively impaired and had a

| Power of Attorney (POA) for decision making.

Record review indicated an anti-anxiety
medication, was physician prescriced for
Resident #3 on 08/25/13. According to the
resident's Medication Administration Record, the
resident was given [IEECP 08/25/13.

. Review of the resident's chart did not indicate that
risks and benefits of the medication had been
 discussed with the resident's POA prior to

| administering the medication to the resident. |

: On 09/19/13 at 10:03 a.m., the Director of |

H
i

Willapa Harbor Health & Rehab
will continue to ensure that the
resident has the right to be fully
informed in language that he or
she can understand of his or her
total health status, including but
not limited to, his or her medical
condition.

Resident # 3 attending physician
gave an order for |l to
address an emergent medical
issue — a critically high blood
pressure. The Ativan dose
accomplished the intended
purpose. The blood pressure
returned to normal. The Afivan

- was never used again. The

facility did discuss the
medications risks & benefits
with the POA but failed to get
signatures on the informed
consent form to be filed with the
resident’s medical record and
failed to document the phone
conversation in the nurse’s
notes. However, the DNS did
receive verification from the

(A4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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F 154 | 483.10(b)(3), 483.10{d)(2) INFORMED OF F 154 483.10(b) (3), 483.16(d) (2)
gg=p | HEALTH STATUS, CARE, & TREATMENTS INFORMED OF HFALTH
The resident has the right to be fully informed in | ,?:II?:TUS’ CARE &
language that he or she can understand of his or | F IngMENT

i
|
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Nursing Services {DNS) confirmed the resident
had been given n 08/25/13 and stated, "l
may nct have the consent signed yet." The DNS
confirmad there was no documentation in the
resident's medical chart to indicate the POA had
been contacted prior to the medication being
administered so the risks and benefits of the
medication could be explainad.

Resident #79 was admitted to the facility on
R : with diaghoses to include I
—The resident was

cognitively intact and able to make his needs
| known,

On 7/30/13, the resident's physician ordered
| I . insaanaa, (01 insomnia),
B

P and

The resident received the ordered INEEN- "
I 7/30/13.

On 9/19/13, the resident's medical chart was
i reviewed and signed informed consents for

- On 9/20/13, the DNS stated all | NN

! medications must have an infermed consent
signed by the resident, or their representative,
prior to receiving the medication,

At 5:30 p.m., after reviewing the resident’s chart,
the DNS reported she was unable to locate

 stated, "We did get verbal consent from him on
- admit but we didn't get signatures.”

I — < Nt found.
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F 154 | Continued From page 2 F 154 POA that she did receive a

i

| signed consents in the resident's chart. The DNS |

message regarding the mcident
on her phone recorder.

Resident #3 continues to
function at her highest
practicable level.

Resident # 79 was prescribed
three medications that required
informed consent explaining the
risks & benefits. The facility
failed to obtain signatures for
the consent forms to be filed in
the medical record. The facility |
did get a verbal approval as
confirmed by the family;
however, the form was not
signed.

Resident #79 was never at risk
of experiencing medication side
effects that were not understood.
Resident #79 has been followed

and has been taking these three

I o cdications.

No other residents have been
effected by this deficient
practice.
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| A facility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident's legal representative
or an interested family member when there is an
accident involving the resident which results in
injury and has the potential for requiring physician
intervention: a significant change in the resident's
physical, mentai, or psychosocial status (i.e., 2
deterioration in health, mental, or psychosocial

i

 clinical compfications); a need to alter treatment
s significantly (i.e., a need to discontinue an

- existing form of treatment due to adverse

. consequences, or fo commence a new form of
treatmant); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a).

i The facifity must also promptly notify the resident

- and, if known, the resident's legal representative |
or interested family member when there is &

' change in room or roommate assignment as

specified in §483.15(e)(2); or a change in

resident rights under Federal or State law or
. reguiations as specified in paragraph {b)(1) of
| this section.

' The facility must record and periodically update
i the address and phone number of the resident's
| legal representative or interested family member.

X410 SUMMARY STATEMENT OF DEFICIENCIES e} : PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX ¢ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ‘ COMPLETION
TAG ! REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ‘ CROSS-REFERENCED TO THE APPROPRIATE DATE
i } DEFICIENCY) |
F 154 Continued From page 3 | F 154 Licensed nurses have received
SEE WORKING PAPERS | inservice education by the
‘ director of staft education on the
. olicy & proced
F 157 | 483.10(b)(11) NOTIFY OF CHANGES C F157 Sbta'y‘ P | ﬂ‘.“e f(}f .
55=D | (INJURY/DECLINE/ROOM, ETC) ! ining and Iiling the written
i

status in either life threatening conditions or c

informed consent for the
medications requiring an
explanation of their risks and
benefits.

The resident was monitored
every shift for side effects for ali
of the medications that he took.

Through rehabilitation, and |
stabilizing his clinical condition |
he was able to achieve his
highest practicable level and
discharge safely to his home.

i Monitoring will be provided by

the DNS, Medical Records

- Designee, & Nursing
Supervisors as required.
Monthly the DNS will report
any deficient practices to the
CQI Committee for their review
and recommendations.

COMPLETION DATE
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| This REQUIREMENT s not met as evidenced

{ by

Rased on interview and record review, the facliiity
failed fo notify a resident's Power of Attorney for 1
of 5 residents (#3) reviewed for notification of
change. This faifure excluded the Power of
Attorney {POA) from receiving notification of the
resident’s change in behavior,

Resident #3 was admitted to the facility on
B 1 with diagnosis to include NG
S, A ccording to the '
residgent's Minimum Data Set (MDS), a
assessment tool, dated 08/22/13, the resudeﬂt
was identified to be cognitively impaired and had
' a Power of Attorney for decision making.

Accord ing to the readent’s medical chart, on

| 08/25/13 the resident was observed by a licensed |

- nurse (LN) having a panicked look on her face.
' The chart notes indicated the resident stated, “I'm |
just really scared." The resident did not know staff
or where she was.

The resident's bload pressure was taken and
recorded as 230/120, a reading that was higher
than the resident's baseline blood pressure, and
‘was verified by a second LN.

' Chart notes indicated the resident's physician
' was notified regarding the change in condition. |
I dication was prescribed |

" and administered to Resident #3.

‘ One hour later, the resident was found in the
- nursing station fiipping through a binder stating, ™!
' need to find help to get out of here. | want to

leave "
|

NOTIFY OF CHANGES OF
CONDITION

E-157

Willapa Harbor Health & Rehab
will immediately inform the
resident, consult the attending
physician and notify the
responsible party in the event of
a change in condition of the
resident.

Resident # 3°s attending
physician gave an order for

to address her
abnormally high blood pressure.
The facility did discuss the
medications risks & benefits and
her abnormalty high blood
pressure and change of behavior
with the POA but failed
document the conversation. The
DNS did receive verification
from the POA that she did
receive a message regarding the
incident on her phone recorder.

Resident #3 continues to
function at her highest
practicable level.
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assessment.

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and timetabies to meet a resident's j
medicaj, nursing, and mental and psychosocial i
needs that are identified in the comprehensive

The care plan must describe the services that are

to be furnished to attain or maintain the resident's |
highest practicable physical, mental, and *
psychosocial well-being as required under
§483.25; and any services that would ctherwise
be reguired under §483.25 but are not provided
due to the resident's exercise of rights under
§483.10, including the right to refuse freatment
under §483.10{b)(4}.
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F 157 | Continued From page 5 F 157 Licensed nurses have received
There was no documentation in the medical chart inservice education by the
that the resident's POA had been contacted director of staff education on the
regarding the resident's change in condition or . -
informed of the risks and benefits of the new pol}c“y & proc?dure _for
| medication. nouil_c‘atlon ‘01 change of
condition of the resident and the
On 08/19/13 at 10:10 a.m., when asked if the appropriatc documentation
re_5|dent s POA was nottfted of the_ change, the the resident’s medical record.
Director of Nursing Services confirmed she could
not find documentatior in the chart that the POA .
had been netified of the resident's change in No other residents were affected
condition. by this deficient practice.
. Monitoring will be provided b
F 276 | 483.20(d), 483.20(x}{1) DEVELOP F 279 the DNS %. . pf Staff J
ss=p | COMPREHENSIVE CARE PLANS : » Lrector ol ot

Education, & Nursing ' ‘
Supervisors as required.
Monthly the DNS will report
any deficient practices to the
CQI Committee for their review
and recommendations. /

/
Yl

COMPLETION DATE

483.20(D), 483.20(K) (1)

DEVELOP
COMPREHENSIVE CARE
PLANS

F-279

Willapa Harbor Health & Rehab
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Continued From page 6

This REQUIREMENT is not met as evidenced
Ly

Based on observation, interview and record
review, it was determined the facility faited to

| identified dental needs for 1 of 3 residents (#76)
| reviewed for dental care plans.

| This failure placed the resident af risk of not
aftaining his/ner highest practicable weil-being
- and placed the resident at risk of chewing

| problems and discomfort.

The resident's Minimum Data Set (MDS), an
assessment tool, dated 08/26/13, indicated
Resident #76 was assessed to have the following
dentai issues: broken or loosely fitting full or
partiat dentures and mouth or facial pain,
discomfort or difficulty with chewing. The
resident's MDS identified these dental issues on
assessments dated 08/12/13 and 08/05/13 and
the inittal admission nursing assessment
indicated ihe resident's teeth were in poor
condition. '

Resident #76's comprehensive care plan was
reviewed. Although dental issues had been
“identified and assessed, the resident's care plan
- did not addrass the resident's dental issues.

| resident was observed by the surveyor to have
- multiple missing teeth.

| On 09/18/13 at 10:31 a.m., when asked about 2

develop a comprehensive care plan to address . |

1

On 09/17/2013 11:06 a.m., the resident indicated
a concern with chewing and eatfing problems. The |

(x4) 1D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIENCY)
will continue to use the results
F 278 F279 of the resident assessment to

develop, review and revise the
resident’s comprehensive plan
of care. We will continue to
attain, and/or maintain the
resident’s highest practicable
physical, mental, and
psychosocial well-being.

Resident # 76 was admitted to
the facility with multiple health
problems that were not
compatible with life. One of the
issues that were assessed by the |
licensed staft was her oral
condition. The resident denied
any pain or problems with.
chewing. When asked, she did
not want to see a dentist.

The resident stated that she has
her own dentist in Westport that
she can see if chooses to.

The facility did not address her
dental condition in her plan of
care because the resident denied
any oral pain or difficulties
chewing. The resident has
completed her rehab and has
returned to her prior
independence and will be
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F 279 Continued From page 7 F 279
| dental plan of care for Resident #78, the Director discharged to the communit
- of Nursing Services stated they had focused on ged to th Y
other needs of the resident and did not address ,
the dental issue. No other restdents were effected
by this deficient practice.
F 417 483.55(a) ROUTINE/EMERGENCY DENTAL 411 Licensed staff were provided
8s=D | SERVICES IN SNFS . . "
inservice education by the
The facility must assist residents in cbtaining Dlre?tor of Staff Education on
routine and 24-hour emergency dental care. consistently following the
facility’s policy and procedures

| A facility must provide or obtain from an cutside

i resource, in accordance with §483.75(h} of this

| part, routine and emergency dental services to
meet the needs of each resident; may charge a
Medicare resident an additional amount for
routine and emergency dental services; must if
necessary, assist the resident in making
appointments; and by arranging for transportation
to and from the dentist's office; and promptly refer
residents with lost or damaged dentures to a

| dentist.

This REQUIREMENT is nct met as evidenced
by:

Based on observation, interview and record
review, it was determined the facilily failed to
arrange dental services for 1 of 3 residents (#76)
reviewed for dental needs. This failure placed the
resident at risk of not attaining his/her highest
practicable level of well-being and placed the
resident at risk of chewing problems and
discomfort.

‘ , The resident's Minimum Data Set (MDS), an

assessment tool, daied 08/26/13 indicated

for the development of a
comprehensive plan of care
based upon the nursing
assessment of the resident.

Monitoring will be provided by |
the DNS, Director of Staff
Education, & MDS Nurse as
required. Monthly the DNS will
report any deficient practices to
the CQI Committee for their
review and recommendations.

) /ﬁ/f%ﬁ

COMPLETION DATE
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i
‘
|
i

| the initial admission nursing assessment

Resident #76 was assessed to have the following
dental issues: broken or loosely fitting full or
partial dentures and mouth or facial pain,
discomfort or difficuity with chewing. The
resident's MDS identified these dental issues on
assessments dated 08/12/13 and 08/05/13 and

indicated the resident's teeth were in poor
gondition,

Review of the resident's medical record did not
indicate the faciiity had attempted to refer the
resident for dental care.

On 08/17/2013 11:06 a.m., the resident indicated
a concern with chewing and eating problems. The

| resident was observed by the surveyor to have
' muitiple missing teeth.

On 08/18/13 at 4:10 p.m., the Social Services

- Director (SSD) stated, "Nursing assesses to see |
| if there is a need. If a resident required dental

- services, ithey (nursing) would let me know." The

| SSD stated if a dental appointment was needed, |

the Director of Nursing Services (DNS) would ‘
schedule the appointment and social services ‘r

{ would help with transportation.

i Wher: asked if a dental appointment had been

. made for Resident #76, the SSD stated, "We ‘
: don't have anything in the works for her. It has not;
; come to my attention.” ‘

The SSD stated the MDS Nurse would be the cne

 to inform her of the need for a dental !

appeintment, ‘

On 09/18/12 at 5:00 p.m., the MDS nurse stated
dental needs are identified during the initial

483.55(a) ROUTINE /
EMERGENCY DENTAL
SERVICES IN SNFS

F- 411

Willapa Harbor Health & Rehab
will continue to maintain its
agreement with Valley Dental to
assist us in obtaining routine and
24-hour emergency dental care.

Resident # 76 was admitted to
the facility with multiple health
problems that were not
compatible with life. One of the
issues assessed by the licensed
staff was her oral condition.

The resident denied any oral
pain or problems with chewing.
When asked, she did not want to
sec a dentist.

Therefore facility did not make
arrangements for the resident to
be seen by the dentist.

The MDS nurse and licensed
staff were provided inservice
education on the facilities
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: admission nursing assessment.

' When asked about Resident #76, The MDS

| nurse stated when the resident first came in she
- was really sick and didn't want anything done at
that time.

There was no documentation in the medical chart
to support there had been a discussion with the
resident regarding dental services.

The MDS Nurse stated, "l should have went back

and addressed it when she was better, That
would be a good pian.”

would like to have the consult of |

i i

assessment, care and service,

I a need has been identified
ang the resident or the POA

a dentist, arrangements will be
made.

The resident has completed her
rchab and has returned her prior
independence and will be
discharged to the community.

Monitoring will be provided by
the DNS, Director of Staff
Education, & Director of Social
Services as required.

Monthly the DNS will report
any deficient practices to the
CQI Committee {or their review
and recommendations.
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